Letter to the Editor blistering within healed scars. Shamsuddin et al. reported that 157 (27%) of 567 patients with CL on the lower legs and feet, had some element of chronic lymphedema in the affected limb following treatment. [4] Of these 157 affected patients, nearly one-fifth had severe lymphedema. [4] Our patient was thoroughly evaluated to look for recurrent infection and the evaluation was negative. We postulate that the ulceration on the lower calf damaged the surrounding lymphatics, causing edema under the atrophic scar and subsequent blistering. The isolated episode of superficial thrombophlebitis alone does not explain why the blister was localized to the scar. Clinicians should be aware of this rare complication of CL involving the lower extremity that can occur even with adequate therapy and may require surgical correction.
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[5] Although we failed to explain the mechanism of action of diclofenac on SebK lesions, this is the first such case reported. We believe that, diclofenac deserves to be investigated further as a treatment option for SebK.
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1 , Havva Özge Keseroğlu A history of herald patch and the distribution of lesions in "Christmas-tree" pattern helps in the diagnosis of typical PR. Sometimes it is difficult to mention clear distinguishing features between typical and atypical PR, so it is important not to ascribe any unusual dermatological eruption with PR unless other dermatoses have been excluded. [1] [2] [3] Here we report a case series of four patients presenting with erythema multiforme (EM)-like PR [ Figures 1-6 ]. The salient features of the cases have been summarised in Table 1. Histological examination in all the cases showed spongiosis, dense lymphocytic infiltration in the upper dermis around dilated blood vessels, and extravasated red blood cells [ Figure 7 ].
